INTRODUCTION
Endometriosis is commonly observed in up to 15% of child-bearing and 2-5% of post-menopausal women. 1 Endometriosis of the appendix is rare with a difficult preoperative diagnosis. Pelvic endometriosis involves 0.4% of cases. In rare cases it is observed in extra pelvic, gonads, and skin. One of the common places for the extra pelvic endometriosis is abdominal wall, which is specifically observed in gynecological surgeries. Clinical diagnosis is made by physical examination, biochemical tests, and sonography. It is important to consider scar endometriosis in patients with periodical pains following hormonal changes and gynecological surgeries. In this condition surgical intervention is required for pelvic pain. In the present report we describe a patient with an appendectomy scare endometriosis and report her subsequent management.
CASE REPORT
A 36-year-old woman was referred with bulging and pain in the site of appendectomy scar. Her pain was started since 2 years ago with a rising trend. Sonography revealed a hypoechoic mass of 10×29 mm diameters in the right lower quadrant. Although she was suggested to refer to a gynecologist, she rather preferred to refer to the emergency room because of severe pain. The patient had histories of normal vaginal delivery and appendectomy in 19 and 7 years earlier, respectively.
Moreover, because of severe dysmenorrhea she had undergone Pfannenstiel incision, laparotomy, left ovarian cystectomy, and enterolysis to recover the pelvic adhesions because she was suspected to have malignancy (high CA125) two years ago. She also complained of mild tenderness at the site of appendectomy scar with a sensible mass forcing her to refer to the emergency room. Findings of computed tomography of abdomen and pelvis showed that the mass was located within the abdominal muscles without any connection to the abdominal cavity (figure 1). Gross examination revealed an irregular creamy brownish tissue or fibrosis and firmed to elastic consistency (4.5 cm, figure 2). Microscopic examination also showed a soft tissue lesion/abdominal wall excision/endometriosis in which the endometrial glands were accompanied with related stroma including hemorrhagic areas in a fibrotic stroma ( figure 3) .
Surgery to excise the mass was performed and chocolate shape secretion areas were also eliminated which were located between the internal muscles.
DISCUSSION
Scar endometriosis is a problem that is observed rarely after gynecological surgeries. Such cases are rare and can happen in caesarian section surgeries. The diagnosis is difficult, which results in misdiagnosis and other gynecological problems. 2, 3 It has been shown that scar endometriosis is commonly observed in the connective tissues of the caesarian section and appendix surgeries sites. 4 Endometriosis is also observed in other places such as the muscular rectus after the caesarian surgery. 5 It can be observed in primary umbilical endometriosis and ligament. [6] [7] [8] [9] There are several hypotheses explaining the cause of extra uterine endometriosis such as retrograde menstruation, extra pelvic, coelomic metaplasia, induction, embryonic rest, and cellular immunity theory. [10] [11] [12] Most of endometriosis cases are located in the ovaries and anterior/posterior cul-de-sac. 13, 14 Gastrointestinal (GI) endometriosis is seen in up to 37% of pelvic endometriosis cases. [15] [16] [17] Among the GI endometriosis cases the most common location is recto-sigmoid (72%), and the least common type is the endometriosis of the appendix (3%). 18 Appendiceal endometriosis is a rare type of endometriosis which can be presented as acute appendicitis, appendicular invagination, abdominal colic, and asymptomatic patients. 19 This report was about a case with positive history of pelvic endometriosis. In this report we presented a scar endometriosis in muscular Mc-Burney. The correct diagnosis was based on histopathological features. Although endometriosis is usually asymptomatic, GI endometriosis may cause a wide spectrum of manifestations such as rectal bleeding, pelvic pain, and melena. Laparoscopic appendectomy is currently the first useful method for the patients who suffer from chronic abdominal pain, which is caused by hernias, endometriosis, and ovarian cysts. Hormonal therapies are also effective in recovering the chronic pain in endometriosis.
In conclusion, appendectomy scar endometriosis is a rare disease with difficult preoperative diagnosis, which should be considered especially in child-bearing women with clinical manifestations of an acute abdominal or cyclic pain. Although, our patient had a normal clinical course postoperatively and discharged after five days, post-operative follow-up may be required. 
